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Annex A. Detailed methods and findings 

Aims and objectives 

The purpose of the EA was to support the DHSC in understanding how the 10 Year 

Health Plan (10YHP) could be evaluated as a whole, including what kinds of 

evaluation are feasible, what questions could be asked, and what data and methods 

might be needed. Specifically, the EA aimed to: 

1. Clarify the goals and anticipated outcomes of the 10YHP and how these are 

expected to be achieved, through document review and stakeholder 

engagement. 

2. Develop a system-based theory of change and dark logic model that describe 

how different components of the Plan may influence outcomes, including 

potential interactions and unintended effects. 

3. Review existing evidence on the implementation and impacts of previous 

major health reforms in England to identify relevant lessons and remaining 

gaps. 

4. Identify the types of data needed to evaluate different aspects of the Plan, 

assess data availability, and consider the timescales over which impacts may 

be detectable. 

5. Develop a set of high-level, prioritised recommendations for evaluating the 

10YHP, including options for different evaluation approaches. 

Methods 

Reflecting the aims of the EA we used a qualitative design involving (i) a review of 

policy documents; (ii) a rapid review of existing evaluations of major health reform in 

England; (iii) stakeholder workshops; and (iv) key informant interviews. We briefly 

describe each element in turn. 

(i) Thematic analysis of policy documents 

We conducted a targeted review of policy documents to understand the wider policy 

context within which the 10YHP was developed. This was not a comprehensive 

review of all documents relevant to the 10YHP given the available timeframe and 

purpose of the EA. The review sought to identify the key policy intentions, 

mechanisms, and assumptions relevant to understanding how the Plan might be 

evaluated; it did not aim to exhaustively map the full policy landscape. Relevant 

documents were identified through snowballing from references cited in the 10YHP, 

materials provided by DHSC, and purposive searches of UK Government and 

relevant policy organisations’ websites. Documents were included if they set out the 

intended content, goals, mechanisms, or rationale of the 10YHP, or if they were likely 

to have influenced its development. We included government white papers, strategy 

documents, consultation responses, and position papers from relevant organisations. 

We identified 23 documents which met our inclusion criteria (Table 1 and Table 2).  
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Table 1: White papers and strategy documents included in the thematic analysis of 
policy documents. 

Document Year of 
Publication 

High Quality Care for All: NHS next Stage Review Final Report 2008 

Leadership for a collaborative and inclusive future 2022 

Independent investigation of the NHS in England 2024 

Labour Party Manifesto 2024 2024 

Review into the Operational Effectiveness of the Care Quality 
Commission 

2024 

Review of CQC’s single assessment framework and its 
implementation 

2024 

The Innovation Ecosystem Programme – how the UK can lead 
the way globally in health gains and life sciences powered growth 

2024 

10 Year Infrastructure Strategy 2025 

AI Opportunities Action Plan 2025 

Keep Britain Working Review 2025 

Life Sciences Sector Plan 2025 

Pathways to Work: Reforming Benefits and Support to Get Britain 
Working Green Paper 

2025 

Review of Patient Safety Across the Health and Care Landscape 2025 

 

Table 2: Consultation responses and position papers included in the thematic 
analysis of policy documents. 

Document Year of 
Publication 

Action on Smoking and Health 2024 

Association of Directors of Public Health 2024 

British Medical Association 2024 

Domestic Abuse Commissioner 2024 

Nursing and Midwifery Council 2024 

Royal College of General Practitioners 2024 

Royal College of Midwives 2024 

Royal College of Physicians 2024 

Royal College of Radiologists 2024 

The 10 Year Health Plan: A BMA Analysis 2025 

 

The policy document review formed the first step towards developing a system-

based theory of change and dark logic model for the 10YHP. Included documents 

were imported to NVivo and coded to a structured codebook, based on the core 

elements of a theory of change: key problems, interventions, intermediate outcomes, 

long-term outcomes, unintended consequences, and assumptions. These were used 

to support the development of the system-based theory of change. 
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A system-based theory of change (Figure 1 in the policy brief) and dark logic model 

(Figure 2 in the policy brief) were initially developed based on the policy document 

analysis and then refined with input from the stakeholder workshops and key 

informant interviews as detailed in the following. 

(ii) Rapid literature review of prior evaluations 

We conducted a rapid literature review of evaluations of prior major health system 
reforms in England from 1998 onwards (marking the creation of the four devolved 
national parliaments and assemblies in the United Kingdom taking effect from 1999). 
We used a purposive approach to identify evaluations, searching two academic 
databases (MEDLINE and Embase) and Google Scholar, as well as websites of key 
organisations (e.g. the Health Foundation, King’s Fund, Nuffield Trust).  The searches 
identified 3008 documents, of which 32 met our inclusion criteria following screening. 
Included documents comprised academic studies, government-commissioned 
evaluations, commentaries, and reports from policy organisations and think tanks. 
Documents were published between 2000 and 2023 and included a mix of formative, 
process and outcome evaluations, along with a small number of review papers which 
sought to collate findings from multiple evaluations on specific aspects of reforms. 
These are listed in Error! Reference source not found. A1. 

(iii) Stakeholder workshops 

We held two workshops with policy teams and officials from DHSC and NHS 

England who had either contributed to the development of the 10YHP or were 

involved in its implementation. The workshops were hosted online in December 2025 

and January 2026 using the Microsoft Teams platform. They were attended by 13 

and 15 participants, respectively. Workshops aimed to: 

• gather feedback on the draft system-based theory of change and dark logic 

model; 

• generate a list of priority areas for evaluation, associated research questions 

and methods; and 

• gather feedback on draft evaluation recommendations. 

Workshops were facilitated by members of the PIRU team; they followed a 

structured approach using a combination of plenary and breakout discussions. Each 

workshop lasted two hours. Workshop discussions were recorded following 

participants’ consent, and three notetakers recorded the content of discussions 

within plenary and breakout sessions. Notes from all notetakers were collated and 

refined with reference to recordings to produce ‘clean’ data. These data were 

thematically analysed by 3-4 researchers who attended the workshops. Synthesised 

data were then used to inform changes to the system-based theory of change and 

evaluation recommendations. In the first workshop, participants’ views on evaluation 

priorities were gathered through a Mentimeter survey, facilitated group discussions, 
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and a follow-up survey circulated to participants after the workshop to help prioritise 

topics for evaluation. In the second workshop, the draft priority areas and potential 

evaluation activities (Annex C) were further discussed and refined. 

(iv) Key informant interviews 

Between December 2025 and February 2026, we carried out 12 semi-structured 

interviews with senior representatives from organisations which were involved or 

consulted in the development, or would be affected by the implementation, of the 

10YHP. Relevant organisations were identified through a rapid stakeholder mapping 

process and purposively selected to ensure diversity across sectors, professional 

roles, and health system functions, as well as a range of perspectives on the Plan. 

The organisations included national health bodies, local government and social care, 

professional organisations, think tanks, and the voluntary sector. Interviews aimed to 

understand how stakeholders external to the DHSC perceived the Plan, including its 

goals, mechanisms, possible unintended effects, implications for health equity, 

implementation challenges, and possible evaluation approaches. 

Potential interview participants were identified using a combination of the research 

team’s professional networks, searching staff profiles on relevant organisations’ 

webpages, and, in some cases, contacting key organisations’ generic email 

addresses asking to be connected with relevant staff. Snowball sampling was also 

used whereby participants were invited to suggest other individuals and 

organisations to approach. Participants were contacted by email and provided with 

an information sheet about the study and a privacy notice. Upon agreeing to take 

part, a date and time for the interview was set; at this point participants also received 

a consent form. All interviews were conducted using the online video platform MS 

Teams. Interviews were recorded and automatically transcribed upon reaffirming 

consent. They lasted between 30-60 minutes, with a median length of 55 minutes. 

Interview transcripts were cleaned with reference to the recordings before being 

imported into NVivo for further data familiarisation and coding based on an a priori 

framework while allowing additional inductive codes. Themes were identified, with 

attention paid to contradictory data. 

Ethics approval 

The study received ethics approval from the College of Medicine, Veterinary & Life 

Sciences Ethics Committee at the University of Glasgow (application number: 

200250017). Data were stored securely on University of Glasgow IT infrastructure 

accessible only to named researchers on the project. 

Findings 

The following presents the results from the EA, focusing on the proposed evaluation 

approach and the underlying evidence. 
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Multiple complementary evaluation activities, not one overarching 

evaluation 

The policy document review, and the subsequently co-produced system maps, 

identified that the 10YHP comprises a wide range of initiatives; a document internal 

to DHSC lists 334 distinct policy commitments. The document review did not identify 

an existing theory of change for how the Plan as a whole would work; instead, 

intended mechanisms, goals, and motivations are implied across different parts of 

the 10YHP and associated documentation. 

Stakeholders interviewed for this study consistently emphasised the breadth and 

diversity of the initiatives within the 10YHP and raised this as a major challenge for 

evaluating the 10YHP as a whole in a meaningful way. The system-based theory of 

change illustrates that the pathways between interventions and long-term outcomes 

are complex, interdependent and reliant on a number of assumptions. Participants 

identified this as a key barrier to a ‘holistic’ evaluation, alongside concerns about the 

extent to which implementation of interventions required to reach long-term goals 

was realistic. Other participants advocated for longer-term evaluations that would 

examine ‘big population health outcomes’ such as healthy life expectancy. However, 

participants acknowledged that a focus on population health outcomes would require 

a longer-term perspective. They also recognised that such a longer-term perspective 

should not replace more geographically localised or studies focused on specific 

intervention components within the 10YHP that examine the short-term impacts. 

‘I’d try and get away from evaluating the whole plan. I would really focus on 

identifying some specific service changes that are intended to happen that are 

illustrative of the three shifts, and evaluate them.’ (Participant 5) 

Our rapid review identified two broad approaches to evaluating previous major NHS 

reforms: evaluations of specific elements of a reform (sometimes as part of a 

coordinated evaluation programme), and studies seeking to estimate the impact of 

an entire reform programme as a whole. A prominent example of the former is the 

Health Reform Evaluation Programme (HREP), initiated by the then Department of 

Health in 2006 in advance of the 2008 NHS Next Stage Review (‘High Quality Care 

for All’).1,2 Rather than attempting a single, overarching evaluation of the reforms as 

a whole, the HREP brought together a portfolio of commissioned studies that 

focused on specific policy changes.1,2 This programme of work presents a 

comprehensive example of a coordinated, multi-study evaluation of a large-scale 

NHS reform, with prior and subsequent reforms (such as the 2012 Health and Social 

Care Act) being subject to more limited or fragmented evaluation activity.3 

A second broad approach involves studies that seek to estimate the overall impact of 

reforms, treating the reform as a single intervention and examining its effects on 

aggregate, system-level outcomes (e.g. population health, health inequalities, or 

service performance indicators). Examples of such studies include work to estimate 

the overall effects of 1997–2010 health inequalities strategy or of the 2008 ‘Darzi 
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reforms’.4,5 Such studies do not tend to be formally commissioned evaluations as 

such; more often, they are generated within academic research programmes that 

have a remit in the area of focus. While they can provide evidence on whether 

aggregate outcomes have changed, they offer limited insight into the mechanisms 

through which change occurs. 

Taken together, the literature suggests that a portfolio-based evaluation approach 

may be best suited to evaluating a large-scale reform such as the 10YHP. Studies 

that estimate the impact of reforms as a single intervention can provide some 

evidence on whether expected changes have taken place following a reform, but are 

limited in their ability to explain how and why these changes occurred, including 

which elements of a complex reform contributed. For example, evaluations of the 

health inequalities strategy have shown changes in inequalities following the 

strategy, but cannot readily disentangle the contribution of the strategy from other 

concurrent influences, such as the 2008 financial crisis. Reflecting on the Darzi 

reforms, Mays and Tan (2012) noted that ‘large-scale, quantitative studies reliant on 

administrative data have tended to identify predictable and/or largely positive effects 

of the reforms’, but that such high-level conclusions ‘[conceal] a far more nuanced 

and complex picture of both the process of implementation and the impact of the 

changes’ provided by individual evaluations with more specific scope.1 For a 

complex reform programme such as the 10YHP, these limitations point to the value 

of a coordinated portfolio of component‑level evaluations, supported by synthesis 

across studies. By bringing together process and outcome evaluations across priority 

areas of reform in a coordinated way, this approach can provide a more nuanced 

understanding of why particular changes succeed or fail, and how different 

components of reform interact in practice. This in turn provides more actionable 

insights to inform ongoing policy refinement and improvement. 

Exemplar-based approach to evaluating system change 

As described above, one example of a coordinated portfolio approach is the 

evaluation programme for the 2008 Darzi reforms (HREP), which consisted of 

several distinct studies evaluating individual aspects of the reforms. These 

evaluations were able to surface detail about the implementation process, contextual 

variation, and unintended consequences that was not visible in high-level outcome 

evaluations.1,2 Based on the evidence reviewed, the use of intervention- or policy-

level exemplar evaluations is likely to generate evidence that will help understand 

broader system change, as well as identify which aspects of reform are working and 

where adjustments may be needed. 

Key informants interviewed for this study similarly emphasised that high-level 

evaluation of the 10YHP as a whole would be challenging, and that more practical 

insights could be gained from evaluations focused on specific areas that are 

intended to be illustrative of the high-level shifts: 
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‘Can you pick out, for discrete populations and discrete interventions, whether 

those things happen or not? That's the only way you can evaluate this 

programme. Because otherwise it’s just like a smorgasbord of wonderful 

things that may or may not be linked.’ (Participant 4) 

‘You’ve got these three buckets, but within them you’ve proposed some 

specific things. And so to give us a sense of the shift, there’s two or three 

specifics that you can evaluate that tell you something about the whole… I 

think that tying the specific initiatives to the bigger shifts is the way that this 

could be evaluable.’ (Participant 5) 

‘If you pick high need areas like maternity, you've at least got a story to tell. 

And then you've got a ‘how did you improve it’ story as well, which is helpful 

for other parts of the system to follow.’ (Participant 9) 

Examples of policies that may serve as exemplars are outlined in Annex B. We 

identified these examples from policy commitments in the 10 Year Health Plan that 

are associated with a specific timeframe. We then purposively narrowed the 

selection to ensure alignment with the three shifts and a focus on cross-

organisational or system-wide relevance. 

Coordination and synthesis 

An exemplar‑based approach, as described above, implies that evaluation evidence 

for the 10YHP would be generated through several parallel evaluation activities 

focused on different aspects of the 10YHP. Workshop participants also noted that 

evaluations have already been commissioned for specific elements of the 10YHP 

(for example, the national evaluation of Neighbourhood Health).6 

Without overarching coordination, there is a risk of duplication of effort between 

existing evaluations and any additional commissioned activities. In line with the 

exemplar-based approach suggested above, intervention-level evaluations may also 

generate evidence relevant to understanding high-level system change, and a 

distinct function dedicated to synthesis across evaluation activities would ensure that 

such evidence is not lost or overlooked. 

Examples from previous major reforms illustrate the importance of such coordination 

and synthesis for successful evaluation. The HREP, described above, included an 

explicitly funded ‘scientific coordination’ function, which included coordinating the 

delivery of the evaluation programme as a whole, producing reviews of relevant prior 

research and evidence, and crucially developing overviews of the findings across the 

evaluation programme and their policy implications.7 The Vanguards programme,8 

launched in 2015, was evaluated largely through locally led evaluations, following an 

overall strategy set out by NHS England. Lessons from local evaluations were 

subsequently synthesised, but the limited harmonisation and coordination across 

local evaluations was highlighted by the National Audit Office as a fundamental 

limitation.9,10  
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Explicit synthesis of findings from separate strands of evaluation may also be 

needed to mitigate risks that were identified in the EA. Firstly, workshop and 

interview participants highlighted the risk of a ‘check-box’ evaluation that only 

considers progress on individual policy commitments, without considering the bigger 

picture and ultimate goals of the 10YHP. One participant further suggested that it 

was important for evaluations to centre around intended intermediate and long-term 

goals. Without this, there was a risk that implementation would be undermined, with 

managers re-framing existing work to align with ‘tick box[es]’ rather than seeking to 

achieve the Plan’s overarching vision for healthcare reform. 

Secondly, several interviewees highlighted important tensions between different 

elements of the Plan (some of which are also evident in the system-based theory of 

change): 

‘As an example, there’s talk about devolving more power in the plan, but also 

a lot of the measures centralise and politicise power. There’s a lot of talk 

about collaboration, but also there’s competitive approaches used.’ 

(Participant 5) 

Findings from the Darzi reforms HREP indicate that more attention should be paid to 

tensions and interactions between different reform components, which requires the 

development of overarching programme theory and synthesis of individual evaluation 

findings. 

Equity considerations embedded across all evaluation activities 

Evidence from the EA indicates that the 10YHP could affect health equity through a 

variety of distinct mechanisms identified in the dark logic model. For example, 

greater reliance on digital routes to access care may disadvantage some people, 

particularly those affected by digital exclusion, communication or cultural barriers, or 

other forms of social and material disadvantage. Similarly, the focus on individualised 

prevention, self‑management, and personalised care may lead to greater benefits for 

people who are already better able to engage with services. Local circumstances 

may also exacerbate regional inequalities: for example, areas with stronger 

leadership, workforce capacity, or existing infrastructure may be better placed to 

implement new models of care effectively. 

Evidence from past reforms shows that unintended adverse consequences for 

specific groups may not be apparent from high-level aggregate measures of health 

inequality, and indeed such measures may appear to improve at a population level 

even if specific groups are adversely affected. The specific mechanisms and 

population groups affected may also vary substantially between different 

components of the Plan, necessitating more detailed evaluation of specific 

components, with the equity aspects of evaluation activities designed in a way that is 

tailored and sensitive to the specific context. 
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Interview participants also highlighted that some of the most disadvantaged groups 

are less likely to be captured in routine data sources and standard evaluation 

designs, particularly where data collection relies on digital engagement, registration 

with services, or participation in surveys, leading evaluators to potentially 

underestimate the overall equity impacts: 

‘The National Audit Office’s Health Insight Survey… [shows] that more people 

are booking appointments with their GP online than through any other route 

now, and they’re finding it much easier and it’s making things much better for 

them. Great, but the sample is an entirely online survey. So of course it’s not 

going to pick up the people who are struggling to use those platforms.’ 

(Participant 9) 

‘I suppose the neighbourhood health model is focused on the frail older 

people in a way, because we're trying to prevent hospital admissions. It’s not 

really thinking about how we narrow the gap for people that are furthest away 

from our health services, so asylum seekers, refugees, our homeless 

communities, etc.’ (Participant 10) 

Interview participants identified several additional population groups as important to 

consider when examining equity impacts, including those at risk of being overlooked. 

These included, but were not limited to, inclusion health groups, people with multiple 

long-term conditions, maternity populations (particularly those from minoritised 

groups), children and young people, digitally excluded populations, and people living 

in rural and coastal areas. 

Priority areas for the evaluation programme 

Workshops with stakeholders from DHSC and NHS England and the subsequent 

short survey identified five priority areas to guide evaluation of the 10YHP. These 

areas reflect the questions that the evaluation programme should seek to answer. 

They do not necessarily translate directly into individual evaluations to be 

commissioned. In practice, these questions may be addressed in two main ways: for 

some areas, relevant evidence may be generated through existing commissioned 

evaluations and brought together through a coordination and synthesis function as 

outlined in the preceding section. For others, additional bespoke evaluation activity 

may need to be commissioned, and this would similarly feed into the wider 

programme through coordination and synthesis. 

Workshop participants expressed a preference for evaluations that could begin in the 

short term with initial results produced within the current political cycle. The priorities 

given to each area below reflect a combination of alignment with the policy goals of 

the 10YHP and feasibility of conducting meaningful evaluation within this timescale. 

In Annex C, we provide illustrative examples of the types of evaluation activity that 

could contribute to addressing each priority area. 
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Implementation 

Priority: High 

Implementation is the earliest aspect of the 10YHP that can be meaningfully 

evaluated and therefore the most feasible focus for early evaluation activity. 

Evaluation in this domain is primarily concerned with process rather than outcomes: 

what actions are being taken, how national priorities are being interpreted and 

operationalised across regional, sub‑regional, and local contexts, and how 

implementation differs across organisations and places. Workshop participants 

highlighted the importance of examining how practical factors such as financial flows, 

workforce deployment and job planning, commissioning behaviour, and governance 

arrangements shape implementation. Evidence in this domain can provide early 

insight into whether observed changes are consistent with the intended shifts of the 

Plan, where local adaptations reflect the Plan’s intended aims, and where structural 

constraints or unintended consequences may be limiting progress. 

Patient access, experience, and empowerment 

Priority: High 

Patient access, experience, and empowerment are likely to generate evaluative 

evidence relatively early, as changes to service models, access routes, and 

pathways directly affect how people interact with the health system. Evaluation in 

this domain focuses on how patients access care, how they experience service 

changes, and whether these changes affect people’s ability to engage with and 

manage their care. Workshop and interview participants highlighted the importance 

of examining variation across population groups and settings, particularly to identify 

unintended consequences such as digital exclusion or new barriers for underserved 

groups. Stakeholders also stressed the importance of qualitative methods, which are 

uniquely capable of capturing the experiences of marginalised or minority groups 

that cannot be adequately studied using conventional quantitative methods. 

Health system collaboration and leadership culture 

Priority: Medium 

Cultural change was identified as fundamental to achieving the three shifts, 

particularly in relation to how organisations across the health system work together 

effectively, and how decision-making can be shifted from a centralised command-

and-control model to devolved leadership. Since such cultural change is challenging 

to assess at scale, evaluation activity in this domain may need to be focused on 

specific exemplars, rather than the whole system. However, evidence from 

exemplars could help identify whether conditions for collaboration and devolved 

leadership are being created in practice, as well as where tensions, unintended 

consequences, or capacity constraints may be limiting progress. The medium priority 

reflects the difficulties in comprehensively assessing cultural change at a whole-

system level. 
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Productivity, efficiency, and value for money 

Priority: Medium 

Stakeholders recognised productivity, efficiency, and value for money as important 

goals of the 10YHP, but complex to evaluate in practice. Workshop participants 

noted that standard productivity metrics may not fully reflect the intended shifts, for 

example where prevention or less transactional models of care reduce downstream 

demand. Workshops also highlighted the need to distinguish clearly between 

productivity (how much activity is delivered using a given set of resources) and 

efficiency (how well resources are used to achieve desired outcomes, including 

improving population health), and to ensure that evaluation captures the 

consequences of productivity changes for outcomes and staff experience. The 

medium priority reflects that substantial evidence could be drawn from existing data 

sources and ongoing analytical work, rather than newly commissioned evaluation. 

Coordinating further development of productivity measures and synthesising findings 

from published sources as the 10YHP progresses may be an appropriate task for the 

coordination and synthesis function. 

Population health impact 

Priority: Lower 

Population health impact reflects the long‑term goals of the 10YHP, but is the least 

feasible domain for evaluation while the Plan is being implemented, given long time 

lags, influence of factors beyond the health system, and difficulty of attributing 

changes to the 10YHP. Nonetheless, some workshop and interview participants 

emphasised the importance of assessing overall population health metrics, and 

highlighted some examples of specific conditions or subpopulations where earlier 

changes may be detectable (e.g. maternal health, child health, or harmful health 

behaviours). The lower priority reflects the limited scope for actionable and 

attributable findings during the time frame required for findings from an evaluation of 

the 10YHP. The rapid review also illustrated that the long-term population health 

impact of health reforms can often be studied retrospectively using administrative 

data, and therefore the urgency of commissioning such evaluations is also relatively 

low. 
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Annex A1: Publications included in rapid literature review 

No. Author/s Year of 
publication 

Title Reform 
evaluated 

Type of 
evaluation 

DOI 

1 Lastoria et al., 2023 An evaluation of outpatient service 
provision in the National Health 
Service in Great Britain: A freedom of 
information request. 

NHS Long 
Term Plan 

Process https://doi.org/10.
1111/jep.14057  
 

2 Adam 2009 The personalisation of the British 
National Health Service: Empowering 
patients or exacerbating inequality? 

NHS Next 
Stage Review 

Commenta
ry 

https://doi.org/10.
1111/j.1742-
1241.2009.02152
.x 

3 Angunawela 2000 The NHS and Community Care Act 
1990: Impact on the discharge profile 
of patients with dementia. 

NHS and 
Community 
Care Act 

Outcome https://doi.org/10.
1192/pb.24.5.177 

4 Bevan and 
Skellern 

2011 Does competition between hospitals 
improve clinical quality? A review of 
evidence from two eras of competition 
in the English NHS. 

Multiple Review https://doi.org/10.
1136/bmj.d6470 

5 Fatimah et al., 2023 Evaluating whole system reforms: A 
structured approach for selecting 
multiple outcomes. 

Health and 
social care 
devolution in 
Greater 
Manchester 

Outcome 
 

https://doi.org/10.
1016/j.healthpol.2
023.104933 

6 Gadsby et al., 2017 Commissioning for health improvement 
following the 2012 health and social 
care reforms in England: what has 
changed?. 

Health and 
Social Care 
Act 2012 

Process https://doi.org/10.
1186/s12889-
017-4122-1 
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7 Gaynor et al., 2012 Can competition improve outcomes in 
UK health care? Lessons from the past 
two decades. 

Multiple Review https://doi.org/10.
1258/jhsrp.2011.0
11019 

8 Germain and 
Veronesi 

2024 Harnessing deliberative regulation to 
address inequities in accessing 
healthcare services in England. 

Health and 
Care Act 
2022 

Process https://doi.org/10.
1093/medlaw/fwa
e042 

9 Goodair and 
Reeves 

2022 Outsourcing health-care services to the 
private sector and treatable mortality 
rates in England, 2013-20: an 
observational study of NHS 
privatisation. 

Health and 
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Annex B. Illustrative exemplar policies 
 THREE SHIFTS 

 Hospital to 
community 

Analogue 
to digital 

Sickness to 
prevention 

Neighbourhood Health Centres ✓   

NHS App  ✓  

Co-created care plans/Personal 
Health Budgets 

✓ ✓  

Maternity and neonatal action plan ✓ ✓ ✓ 

Single Patient Record  ✓  

Neighbourhood health plans (to be 
developed by Health and Wellbeing 
Boards) 

✓   

Wearables  ✓ ✓ 

Investment in AI infrastructure  ✓  
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Annex C. Potential evaluation activities 
 ‘Timescale’ indicates the time before changes may be detectable (not necessarily when evaluation would begin or end). This is not 

an exhaustive list of all potential evaluation options, but examples of the types of activities that could form part of a set of 

complementary evaluation activities. Some of these may also be covered to some extent by ongoing or planned evaluations, such 

as the evaluation of the Neighbourhood Health Service. 

Implementation 

 How have actions within the 10-Year Health Plan been implemented at national, regional, sub-regional, and local levels? 
Q1. How have financial flows and resource allocation reflected 10-Year Health Plan priorities, e.g. shift from hospital to 

community? 
Q2. What are the barriers and enablers which have affected implementation in different contexts?  
Q3. Is there a shared vision for the Plan among key stakeholders (e.g. DHSC, ICBs, NHS Trusts)? 
Q4. To what extent is there variation between ICBs in implementation, and for what reason? 

 Description Data Timescale Study design 

Activity 1 Analysis of financial flows and changes in budget 
allocations over time, including core vs primary 
allocations at the ICB level, Trust spending patterns, 
and whether any in-hospital savings have been re-
directed to the community (Q1, Q4). 

Budgets and financial data (at 
national, ICB, Trust, and local 
authority levels). 
 

Short (1–3 
years) 

Before-and-after 
evaluation of spending 
changes over time 
(starting from 1-2 years 
pre-10YHP), looking at 
regional variation. 

Activity 2 Mixed methods study (e.g. qualitative comparative 
analysis) in purposively sampled case study areas (at 
ICB level) to understand barriers and enablers to 
implementation, focusing on a specific exemplar 
policy (e.g. NHS App, 
Personal Health Budgets) (Q2, Q3, Q4). 

Local policy document analysis 
(national and regional), one-to-one 
interviews with senior staff, surveys. 

Short (1–3 
years) 

Repeated cross-sectional 
with comparisons 
between case study 
areas. 

Activity 3 Quantitative analysis of workforce deployment and 
job planning trends to assess whether staffing 
patterns reflect the intended shift from hospital to 
community care (Q1), supported by targeted 
qualitative work to understand key barriers and 
enablers to this shift (Q2). 

Workforce datasets (national, ICB, 
and Trust level), job planning data; 
interviews or focus groups with 
workforce planners or service leads in 
selected areas.  

Short (1–3 
years) 

Before-and-after analysis 
using trends from 1–2 
years pre‑10YHP, with 

regional comparisons. 
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Patient access, experience, and empowerment 

 How has the shift to digital and community-based care affected patient access, experience, and empowerment? 
Q1. What changes, if any, have occurred in patient access, experience, and empowerment? 
Q2. How do changes in access, experience, and empowerment vary across settings, places, and population groups?  
Q3. What unintended consequences, if any, have emerged (e.g. digital exclusion, artificially inflated demand)? 

 Description Data Timescale Study design 

Activity 1 Quantitative analysis of changes in how patients first 
access care (including digital, primary, and acute 
care services) and how these patterns vary across 
regions, sub-regions and population groups (Q1, Q2, 
Q3). 
 

Electronic health records, measures 
of healthcare activity. 
 

Medium (3–
6 years) 

Before and after design 
comparing data from 1-2 
years prior to Plan 
publication and across 
regions. 

Activity 2 Mixed methods study looking at patients’ first access 
to, experience of, and empowerment in relation to, 
care, including differences across geographic, 
demographic, socioeconomic, and other axes of 
inequality (Q1, Q2, Q3). 
 

Surveys, electronic health records, 
administrative data. Drawing 
from/repeat sampling from the 10-
Year Health Plan consultations: one-
to-one interviews, focus groups, 
participant observation. 

Medium (3–
6 years) 

Cross-sectional with 
comparisons across 
regions and various other 
axes of inequality. Where 
possible, comparing 
contemporaneous data 
with pre-existing 
assessments of access 
from 1-2 years prior to 
Plan publication. 
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Health system collaboration and leadership culture 

Questions To what extent is the NHS working more collaboratively internally as well as externally with other public, private and third sector 
organisations? 

Q1. How has collaborative working across the NHS and with key partners changed?  
Q2. To what extent are health and social care services working more collaboratively?  
Q3. To what extent is there regional and sub-regional variation in observed cultural changes?  
Q4. To what extent have roles and responsibilities for decision-making shifted between central bodies and frontline 

organisations within the NHS, and how are these changes experienced in practice? 
 

 Description Data Timescale Study design 

Activity 1 Mixed methods study on collaborative culture within 
services, using purposively sampled case study 
areas/services (Q1, Q3, Q4). 
  

One-to-one interviews with health and 
social care staff, observation of staff 
within case study services, primary 
and secondary surveys. 

Short (1–3 
years) 

Repeated cross-sectional 
study starting from Plan 
publication, comparing 
between case studies). 

Activity 2 Stakeholder analysis followed by qualitative study 
exploring the extent to which organisations within 
the health system are working more collaboratively 
paying attention to differences across geographic, 
socioeconomic, and other axes of inequality (Q2). 
  

One-to-one interviews, document 
analysis, observation of relevant 
meetings, observational studies of pilot 
sites, staffing data 

Short (1–3 
years) 

Repeated cross-sectional 
study starting from Plan 
publication, comparing 
perspectives and 
experiences across 
organisations.  

Activity 3 Qualitative study and social network analysis 
exploring the extent to which NHS organisations are 
working more collaboratively with external 
stakeholders e.g. local government and private 
healthcare providers (Q1, Q2). 

Procurement/contract databases, 
observation of relevant meetings, 
document analysis, financial data, 1:1 
interviews, survey of key informants.  

Short (1–3 
years) 

Repeated cross-sectional 
study starting from Plan 
publication, with inter-
organisational comparisons.   
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Productivity, efficiency, and value for money 

 To what extent and in what ways have changes to productivity been observed within the NHS?  
Q1. Do healthcare professionals feel like they are working more efficiently?  
Q2. What are the barriers and enablers to improving productivity?  
Q3. To what extent is there regional variation in changes to productivity? 
Q4. Have there been any unintended consequences associated with productivity-related changes? 

 Description Data/methods Timescale Study design 

Activity 1 A quantitative analysis of trends in composite 
measures of health system productivity at a 
national, regional and sub-regional level (Q3). 

ONS measures of productivity, Centre 
for Health Economics measures, 
OECD value for money/efficiency 
indicators, delayed discharge/other 
waste metrics. 

Medium (3–
6 years) 

Before-and-after evaluation 
with within-England 
comparisons and comparing 
data from 1-2 years prior to 
publication of 10YHP. 

Activity 2 Qualitative/mixed-methods assessment of 
perceptions of efficiency, barriers and enablers to 
productivity, and unintended consequences within 
services, exploring differences in staff experiences 
according to geographic, demographic, 
socioeconomic, and other axes of inequality. 
Possibility to draw on findings from Activity 1 to 
inform sample selection. (Q1, Q2, Q4). 
 

1:1 interviews, focus groups, surveys, 
observation of purposively sampled 
sites, process mapping. 

Medium (3–
6 years)  

Repeated cross-sectional, 
with comparisons across 
time and regions following 
publication of 10YHP. 
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Population health impact 

 What impact has the 10YHP had on population health?  
Q1. How have population health trends in England changed over time as a result of the Plan? 

Q2. How have population health inequalities changed? 
Q3. To what extent do observed changes vary by regional, sub-regional, demographic and socioeconomic characteristics?  

 Description Data Timescale Study design 

Activity 1 Contribution analysis to update the existing theory 
of change and develop and validate a contribution 
story (i.e. assess the extent to which changes in 
population health may reasonably be attributed to 
the 10YHP) (Q1). 
 

Existing systems-based theory of 
change, 1:1 interviews, focus groups, 
literature review, findings from other 
evaluation activities, population health 
measures. 
 

Long (6+ 
years) 

Cross-sectional when there 
are interim findings from 
individual 10YHP component 
evaluations. 

Activity 2 Quantitative analyses of trends in population health 
outcomes since introduction of the Plan, including 
by regional, demographic and socioeconomic 
characteristics (Q2, Q3).  

Population health metrics, e.g. healthy 
life expectancy, amenable mortality, 
ambulatory care sensitive conditions, 
sickness absence, self-reported health. 
 

Long (6+ 
years) 

Controlled interrupted time 
series analysis using a 
natural control country and/or 
a synthetic control (made up 
of several countries with 
comparable universal 
healthcare systems), and/or 
a within-England comparison 
using varying models of 
implementation. 
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